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Introduction
In the wake of health care reform and dramatic changes in mental health and psychiatric care over recent decades, there has been an increasing focus on the topic of suicide risk within clinical practice and the professional literature [1•, 2] . This article will examine recent developments in psychological approaches to treating suicidality within the emerging specialty area of clinical suicidology. The specialized field of clinical suicidology covers areas including suicide risk assessment, clinical treatments for suicide risk, professional training in suicide-related practices, and issues of ethics and risk management related to suicidal risk. In this article, we aim to highlight two major domains within recent clinical treatment research. The first area will describe the replicated psychological treatments shown to be effective for suicidal risk through rigorous randomized controlled trials (RCTs). The second domain will consider exciting new clinical research focusing on the development of very brief (1-4 sessions) suicide-specific interventions. We will conclude with an integrated perspective on the field and next steps in clinical suicidology within contemporary mental health care.
Evidence-based treatments for suicidal risk
As discussed by Brown and Jager-Hyman [3] , there are a number of RCTs for the treatment of suicide that have been conducted over the last three decades. There are many single studies showing non-significant findings along with some studies that show significant findings without needed replication. We will review three treatments with the most established empirical support. These psychological treatments for suicidal risk include the following: Dialectical Behavior Therapy (DBT), Cognitive Therapy for Suicide Prevention (CT-SP), and the Collaborative Assessment and Management of Suicidality (CAMS).
Dialectical behavior therapy
DBT is a form of cognitive-behavioral therapy (CBT) originally designed to treat suicidal and self-harming people who meet criteria for borderline personality disorder [4, 5] . Bohus and colleagues [6] explain that DBT maintains the behavioral treatment components of skills training and change motivation, but there are components that make it distinct from traditional CBT. Specifically, DBT is a change-focused behavioral treatment; the dialectical approach of DBT utilizes an acceptance focus when a patient feels misunderstood and adopts a change focus when a patient needs motivation. The treatment is comprised of three distinct components: (a) skills training through structured individual or group therapy; (b) strengthening of skills and addressing barriers to motivation in individual psychotherapy; and (c) application of skills in everyday life through telephone contact with the psychotherapist. Furthermore, there is extensive team consultation for helping a therapist maintain focus as well as treatment adherence.
Since 1991, DBT has been tested in several RCTs, thus establishing its effectiveness over and above treatment as usual (TAU) for patients who meet criteria for borderline personality disorder (BPD), have engaged in selfinjurious behaviors, and/or have made suicide attempts [7•] . However, in an RCT in 2009, DBT was compared with another active, principle-based treatment approach (General Psychiatric Management) designed for people diagnosed with BPD [8] . A total of 180 patients diagnosed with BPD who had engaged in suicidal and non-suicidal self-injurious behaviors (at least twice in the last 5 years) were randomly assigned to one of the treatments. Both treatments produced significant reductions in suicidality and psychiatric symptoms, but there were no significant between-group differences, suggesting that DBT is not the only effective treatment approach for people with BPD who are at risk for suicide. Additionally, while the validity of DBT for suicidal behavior has been well established, its effectiveness to date has been largely restricted to female samples. This is significant due to the fact that males make up the largest percentage of completed suicides, with approximately 80 % being males [9] .
Cognitive therapy for suicide prevention
Cognitive Therapy for Suicide Prevention (CT-SP) is a cognitive-behavioral, suicide-specific, form of psychotherapy with strong empirical validation [10, 11] . The CT-SP approach endeavors to reduce risk factors for suicide and enhance coping with the elimination of suicidal behavior as the primary focus of the treatment [12] . Coping skills training in CT-SP targets patients' patterns of thinking, behavior, and interpersonal interactions that lead to suicidal states, referred to as the suicidal mode. A central tenet is that a suicidal person will continue to have stressors and problems that have triggered suicidal behavior in the past, but with effective coping skills, these stressors and problems will no longer function as triggers for suicidal behavior. The primary focus within this approach is to identify proximal triggers that put the patient into his/her suicidal mode. With this emphasis in mind, the goal is to address the most serious deficits the patient has in his/her coping abilities. Hence, patterns of thoughts, behaviors, and interpersonal interactions are addressed to strengthen these deficient areas. Techniques employed at the end of care include a novel relapse prevention strategy that uses guided imagery and the inventive use of a hope kit that serves as a memory aid for averting suicidal behavior.
From an empirical perspective, CT-SP was first investigated using a sample of 120 patients (61 % women) who had attempted suicide and were subsequently recruited from an emergency room following their attempts [10] . The investigators conducted an efficacy-based RCT comparing CT-SP and TAU over 10 individual treatment sessions. At an 18-month follow-up, they found that patients in CT-SP condition were 50 % less likely than patients in TAU to make a repeat suicide attempt. The CT-SP patients were also found to be less depressed and more hopeful as a result of the treatment. In an important replication of the CT-SP intervention, Rudd and colleagues [13•] showed a 60 % between-group decrease in suicide attempts within an RCT with 152 active-duty suicidal soldiers (987 % men) engaged in their brief cognitive therapy (BCBT) for the treatment of suicidal risk.
Collaborative assessment and management of suicidality
Another suicide-specific intervention with extensive empirical support is the Collaborative Assessment and Management of Suicidality (CAMS) [14, 15] . CAMS is a suicide-specific therapeutic framework that is described as Bnon-denominational^in that a range of theoretical orientations and clinical techniques can be incorporated into the approach [16] . CAMS adopts a phenomenological approach to understanding a patient's suicidality, which leads to suicide-specific treatment planning that emphasizes the use of an outpatient stabilization plan and the identification and treatment of patient-defined suicidal Bdrivers^ [17] . Within CAMS-guided care, collaboration is the key to enhancing the therapeutic alliance and motivating the patient as a pivotal member of the treatment team. Central to CAMS is the use of a multipurpose assessment, treatment planning, tracking, and outcome tool called the BSuicide Status Form^(SSF) that serves as a clinical road map and guides this suicide-specific intervention.
There are now seven non-randomized clinical trials [14, 16] and one RCT with 32 suicidal outpatients (62 % women) supporting the use of CAMS [18] . This RCT compared CAMS to enhanced care as usual (E-CAU) and found that CAMS patients improved significantly more in terms of suicidal ideation, overall symptom distress, hope, and patient satisfaction in comparison to E-CAU patients. There are now five current RCTs of CAMS underway around the world that will provide further data about the potential effectiveness of CAMS particularly in relation to self-harm and suicide attempt behaviors.
Brief interventions for suicidal risk
In response to rapid changes in contemporary mental health care delivery, there has been a recent surge of interest in brief suicide-specific clinical interventions [1•]. To fill emerging clinical needs, a cadre of innovative clinical suicidologists has been developing these brief interventions for suicide attempters that last for 1-4 sessions of intensive engagement and care.
Stabilization-oriented interventions
There are various versions of stabilization-oriented clinical interventions that aimed to be the remedy for Bno-harm^or Bno-suicide^contracting. Some of the more prominent of these are Safety Planning, Crisis Response Planning, and the SSF Stabilization Plan that is used within CAMS. Probably the best known of these interventions is the Safety Planning Intervention (SPI) developed by Stanley and Brown [19] . This intervention was created to increase treatment engagement and to develop suicide-specific coping strategies among a range of suicidal patients seen in a variety of clinical settings. A typical Safety Plan Intervention lasts about 20-45 min, during which the clinician and patient identify warning signs that might precipitate a suicidal crisis. The dyad then proceeds to develop a six-step hierarchical list of internal coping strategies, and external sources of social and professional support should the patients' suicidal thoughts emerge. Additionally, clinicians are also recommended to evaluate the likelihood of which patients will use the safety plan as well as to incentivize them to do so. The SPI has been adapted in several settings. For instance, it has been tested on veterans presented to EDs and in a psychiatric inpatient setting for suicide-related issues [20, 21] . One recent study has shown that SPI, when combined with a structured follow-up, is related to increased treatment attendance and decreased hospitalization 3 months postemergency department discharge [22] .
In a related line of thinking and clinical research, Bryan and colleagues [23] are studying the use of BCrisis Response Planning^combined with the development of BReasons for Living^as a brief one-session intervention for suicidal patients. This intervention is being investigated in a RCT with active-duty military service members and reflects a related but elaborated form of suicidespecific stabilization planning within this emerging genre of brief interventions.
Teachable moment brief intervention
O'Connor and colleagues [24] developed the BTeachable Moment Brief Intervention^(TMBI) which aims to foster change during a key window of opportunity following a suicide attempt [25] . The TMBI follows research showing that cueing events are subjected to different interpretations and thus can create the opportunity to increase motivation to change risky health behaviors [24] . The TMBI is partly inspired by the collaborative philosophy of CAMS and the functional analysis approach used for understanding self-harm behaviors in DBT [25] . It focuses on building rapport, identifying factors underlying a suicide attempt, crisis planning, and planning for outpatient mental health services. Preliminary evidence shows that TMBI was well received by patients at a level 1 trauma center and that those in the TMBI group showed a consistent linear trend in their awareness as well as readiness to change when compared to the TAU group. The TMBI is currently being investigated in larger clinical trial research.
Motivational interviewing for suicidal ideation
Motivational interviewing is a patient-centered approach used to foster a patients' intrinsic desire to change their health behaviors by resolving ambivalence and it has recently been adapted for addressing suicide ideation [26] [27] [28] . Based on Kovocs and Beck's internal struggle hypothesis [29] (which postulates that suicide is a result of the inner struggle between one's wish to live and wish to die), the goal of the motivational interviewing to address suicide ideation (MI-SI) is to increase patients' motivation to live, so as to reduce their overall risk of suicide [27] . In other words, it carefully directs a patient's motivation to die in the direction of living with the goal of making life more worth living [28] . Researchers of MI believe that discussion of suicide unnecessarily leads patients to thinking about suicide; therefore, they advise clinicians to focus on change talk about living instead of suicide talk [30] . It is also recommended that MI-SI should be used as an adjunct to other treatment instead of as a standalone treatment. The results of an open trial of MI-SI, which is comprised of two sessions that span in 3 days, has shown that patients experienced a reduction of suicide ideation immediately as well as 2 months after treatment when compared to baseline measures [26] .
Attempted suicide short intervention program
Another brief intervention that has been recently tested within a RCT is called the Attempted Suicide Short Intervention Program (ASSIP) [31] . The ASSIP is comprised of three sessions, each of which lasts about 60 to 90 min. In the first session, patients are asked to narrate their stories to the clinician that led up to their suicide attempts, which are video recorded and then played back to the dyad in the following session. The goal of this is to reenact the progression of their suicidal crisis in a controlled environment, so that the clinical dyad can create a psychoeducational handout by the end of the second session. In the third session, the clinician presents a case conceptualization that is revised collaboratively with the patient; a list of warnings signs and individualized safety strategies are given to the patient to keep with them.
In a 2-year follow-up of the RCT (n=120), the ASSIP group was found to have an 80 % reduction in repeated suicide attempts when compared to the TAU group [31] . Additionally, those in the ASSIP group spent significantly fewer days within psychiatric hospital care.
Conclusions
These are exciting times for the field of clinical suicidology; the field is rapidly evolving with a record number of suicide-focused RCTs underway around the world [32] . Major changes within contemporary health care (e.g., health care reform in the United States) are fostering significant innovations in mental health care delivery, with a particular emphasis on managing suicide risk [1•] . It follows that there is an increasing emphasis on least-restrictive, evidence-based, and cost-effective suicide-specific clinical care. The sheer economics of clinically dealing with suicide and suicide-related morbidity is a major force that is leading to changes in caring for suicidal patients. As discussed elsewhere [33] , an evolving Bstepped-care^model for treating suicidal risk may well emerge in the coming years that creates a continuum of clinical care ranging from the paraprofessional and peer-based support, to suicide-specific care involving brief interventions, as well as suicidespecific outpatient, partial, and respite clinical care. Likewise, there is an emerging interest in stratifying the risk of different suicidal states with the potential for matching different kinds and doses of treatments to different suicidal states [34, 35] . Given the known high risk of suicide that follows inpatient discharge [36] , inpatient psychiatric care will increasingly need to embrace the use of suicide-specific interventions during an inpatient stay with an emphasis on safety planning and postdischarge means-restriction along with thoughtful disposition planning that bridges a patient to effective outpatient care. There may be value in further tailoring suicidal treatments in gender-specific ways. In the coming years, we are likely to see more use of suicide-specific group modalities [37] and the increasing use of technology applications for clinically monitoring, managing, and even treating suicidal risk [33, 38] .
When we reflect on the evidence-base for effectively treating suicidality, we are struck by some remarkably common themes that unite the treatments and interventions described in this review. For example, all of the interventions we have discussed employ various means for helping a suicidal patient recognize the when, how, where, and why they become suicidal. Once the patient is therapeutically Btrained^to recognize the nature and occurrence of their suicidal risk, they are similarly taught to use suicide-specific coping skills and techniques to help avert suicidal behaviors. All these interventions tend to be non-adversarial and collaborative in nature, emphasizing the importance of empathy, understanding, and empathic validation of a patient's suicidal state. All the described interventions in this article endeavor to inspire, harness, and channel the patient's motivation, so as to better cope with their suicidal impulses and to decrease the suicidal risk therein. Finally, for the most part, all these interventions either directly or implicitly attend to existential aspects inherent to the suicidal struggle with a marked emphasis on the psychological importance of hope and the pursuit of a life worth living. Given the increasing number of suicide-focused treatment investigations that are now underway, we look forward to the promise of suicidal patients receiving more effective evidence-based clinical care in the years to come.
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